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intestinal canal was obstructed by a vaginal tampon (!). The writer recom¬ 
mends the administration of laxatives on the day following operation. If 
symptoms of intestinal obstruction appear, the abdominal wound should be 
promptly re-opened and the point of occlusion sought for, especially in the 
neighborhood of the stump. If it cannot be found, an artificial anus should 
be established. 

Vagina i, Hysterectomy for Irreducible Inversion. 

Franchommes ( Joum. de Sciences Med. de Lille; Centralblatt fur Gynci- 
kologie, 1896, No. 1) affirms that total extirpation is the most surgical method 
of dealing with this condition. Two successful cases by Dures are reported, 
of four and seventeen months’ standing. On account of the difficulty of 
ligating the broad ligaments he recommends opening the peritoneal cavity 
at once, introducing the finger, and then splitting the anterior uterine wall. 
The edges of the latter wound are held apart and the broad ligaments are 
drawn through it, ligated, and divided. The posterior wall of the uterus is 
then incised, and, lastly, the lateral vaginal fornices. After securing the 
bases of the broad ligaments the uterus is removed in halves. 

Unique Variety of Ovarian Carcinoma. 

v. Kahlden (Centralblatt fur Ally. Pathologie; Centralblatt fur Gynakologie, 
1896, No. 1) describes an ovarian neoplasm removed from a young girl, 
which seemed to have originated from the epithelium of the Graafian fol¬ 
licle. Histologically it showed a large number of small round bodies closely 
resembling primordial follicles. It could be characterized as an adenoma of 
the Graafian follicle, without any tendency to cystic formation, from which 
carcinoma developed by atypical proliferation. 

The Early Diagnosis of Cancer of the Uterus. 

In a recent discussion on this subject ( British Med. Journal, February 1, 
1896), Thornton lays stress on the responsibility of the general practitioner 
with regard to the early recognition of malignant disease of the uterus. 
Important clinical symptoms are the characteristic sacral pain, offensive 
discharge, and cachexia, “ which is often only too apparent quite early.” 
Locally the presence of red, angry nodules in the cervix, which bleed easily 
and later break down, forming little pits with grayish surfaces and covered 
with necrotic tissue, is significant. Excision of a bit of suspected tissue for 
microscopical examination (if a suspicious ulceration fails to heal under the 
usual applications) should not be resorted to unless absolutely necessary, or 
unless an operation is to follow shortly, as there is “ risk of rapid spread to 
distant parts through the opened veins and lymphatics.” 

Griffith (Ibid), writing on the same theme, analyzes some of the salient 
symptoms of early uterine cancer. Hemorrhage, he affirms, is atypical, 
having no connection with menstruation, except in cases of corporeal disease. 
Menorrhagia, if present, is usually due to some other cause. A slight hemor¬ 
rhage without any assignable cause is always significant, especially in a 
patient not pregnant (or one who has recently aborted or been confined), and 
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in a woman after the climacteric. The pain of cancer differs from that due 
to other pelvic troubles in that it is not relieved by rest in the recumbent 
posture, but is often increased. It is more frequently referred to the region 
of the trochanters than are other pelvic pains. Vaginal discharge is a late 
manifestation, and is watery, rarely purulent. In making a different diag¬ 
nosis it is important to bear in mind the ulceration of the vagina and cervix 
in working women, due to neglected prolapsus and foreign bodies (pessaries). 
Hemorrhagic endometritis may simulate commencing malignant disease of 
the corporeal endometrium. The tendency of a malignant ulcer to bleed at 
the slightest touch is highly important clinically. Hysterectomy may be 
performed in doubtful cases, even where the diagnosis of cancer is afterward 
found to have been erroneous. This is better than to delay radical operation 
until too late. 

[Although the points raised in this discussion are quite familiar, we have 
thought it useful to cite the views of these well-known specialists in order to 
emphasize certain errors which we believe should be pointed out. To me, 
who has made a study of the subject, it is evident that all the symptoms 
mentioned as characteristic may be absent until a late stage, especially pain, 
foul discharges, and above all cachexia. Moreover, menorrhagia has been 
frequently noted as an initial symptom in young women, though atypical 
hemorrhages in patients after the climacteric are most significant. Again it 
is frequently demonstrated practically that the microscope is not always a 
reliable guide in the diagnosis of malignant disease. These facts cannot be 
too strongly insisted upon, because the general practitioner is too often lulled 
into a feeling of security by noting the absence of those typical symptoms 
which he has been led to believe are invariably present in incipient malig¬ 
nant disease. The history of the majority of cases of inoperable carcinoma 
of the uterus submitted to the specialist bear out this statement.—H. C. C.] 

The Surgical Treatment of Large Uterine Fibroids. 

Walthard ( Correspondenz-Blatt fur Schweizer Aerzte, 1896, No. 4) con¬ 
cludes a theoretical paper on this subject, based on experiments on animals, 
as follows: Secondary hemorrhage in supravaginal amputation is certainly 
avoided by careful ligation of the ovarian and uterine arteries, with transfix¬ 
ation and ligation of the stump. There is no danger of the stump sloughing 
if it is tied with catgut or silk. Infection of the cervical stump does not 
occur from the migration of organisms in the vagina. Ileus is avoided if 
irritation of the peritoneum (bacterial, chemical, or mechanical) is avoided 
during the operation, and if all non-absorbable ligatures are made extra- 
peritoneal by stitching peritoneal flaps over the stump. 

Drainage of the Peritoneal Cavity. 

Gubauoff {Ibid) concludes from personal observations that gauze is the 
best drainage material, the indications for the use of tubes being “ more than 
doubtful.” He admits that the Mikulicz drain is essentially a haimostatic. 
The earlier the gauze is removed the better. If the fluid which escapes is 
colorless and there is no febrile reaction, it may be removed at the end of 
twenty-four hours. 



